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It can be argued that Naval Aviation 
has made great progress over the years 
in aviation safety. 


A graph tends to support the thesis: 
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WHAT isn’t expressed in the graph is perhaps even 
more meaningful, however. Now, we operate carrier-borne 
aircraft around the clock routinely. Antisubmarine 
aircraft conduct low altitude search and holddown 
procedures in what used to be impossible weather. 
Today, our pilots achieve full operational capability 
much earlier in their total flight experience. They 
perform superbly in combat. Our air systems are 
significantly safer than they used to be. So, we can say 
that we've gotten safer while we’ve advanced in 
capability. But has our progress been close to what was 
possible? I think not! 
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Even in the last 5 years, the Navy and Marines have 
lost, as the result of operational mishaps, more than 
1000 pilots and crewmen and over 1200 aircraft at a 
cost of more than 2 billion dollars. That is questionable 
“progress” in my opinion. Certainly, one accident per 
10,000 flying hours is better than two! But, in FY-73, 
the Navy’s “low” overall major aircraft accident rate was 
nearly four times greater than the USAF rate. And, 
comparing the training commands, the Navy’s rate was 
nearly six times that of the Air Force. Ponder that for a 


moment. 
The statistics and the facts behind them are known 
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and have been probed, discussed, and rationalized for 
years. The carrier environment, the many single-engine 
aircraft flown by the Navy, the differences in runway 
length between Air Force bases and Naval air stations, 
the different maintenance, personnel, and support 
concepts of the two services, and many other reasons are 
offered to explain these striking differences. But the fact 
remains that Naval Aviation compares unfavorably 
statistically with the competition. 

What can we do that we have not done to reduce the 
carnage and the loss of vital equipment? Before I answer 
that, let’s examine what we have done. 

In my years as a naval aviator, certain dates stand out 
in bold relief as having had significant impact on the 
Navy’s Aviation Accident Reduction Program. Gains 
registered in the 1950s were the result of state-of-the-art 
advances in air systems and aircraft carrier design more 
than they were the product of an organized safety 
effort. The U. S. Naval Aviation Safety Activity was 
established at Washington in DEC 51, but the billet of 
Squadron Safety Officer (first established in JUN °44) 
was not made a primary billet in each squadron until 
SEP ’54. In APR ’58, RAGs (replacement air groups) 
were commissioned to head off the predictable rise in 
accident rates associated with the introduction of the 
sweptwing and afterburner aircraft of the mid-fifties. A 
follow-on to the RAG organization was the concept of 
“Level Readiness,” which programmed the introduction 
of new aircrews to the Fleet squadron at a steady rate, 
thus permitting the uninterrupted maintenance of a 
respectable combat capability in every squadron. 

In 1961, after several years of discussion, the 
NATOPS (Naval Air Training and Operating Procedures 
Standardization) program was established. This has 
brought about some improvement in the efficiency and 
safety of flight operations, but many will agree that 
NATOPS falls well short of what it could achieve. The 
establishment of three levels of aircraft maintenance as 
part of the NAMP (Naval Aviation Maintenance 
Program) came in 1962. In AUG *69, CNO directed that 


safety officers be assigned to CVAs. In 1970, the 
functional wing concept was expanded, and in 1973, a 
trial period was directed to evaluate the concept of a 
squadron safety department. 

Old hands will be aware of these and many other 
safety-related developments, including the Russell 
Study, CASS (Carrier Aviation Support Study), the 
Aviation Safety Improvement Study, and others. But, 
from the viewpoint of the operator in the squadron, 
station, or ship, who was not a member of the study 
groups, only the more recent actions are remembered. 
Take a minute to go back over the changes I’ve 
mentioned. Notice the dates when each event took 
place. This is evolution, not positive, aggressive action. 
Thank heaven for the leadership of a majority of our 
officer and petty officer xnks. Their individual initiative 
and firm commitment to achieving operational safety 
has been the primary factor in our progress. 

The deliberate evolutionary process I’ve described has 
been paralleled in the past 15 years by an equally slow 
decline in the accident rate (2.83 in 1958 to .91 in 
1973). As I said at the beginning, it isn’t enough. We can 
and must do better. 

Buried within our annual accident statistics, no 
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“We’ve got to put our logic in gear and our 
money where our mouth has been. 
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matter how they are analyzed, lies the incontrovertible 
fact that human error (largely preventable) accounts for 
the greatest number of our mishaps. Volumes have been 
written on the subject of human error. Behavioral and 
motivational analysis, trend and cyclic analysis — we’ve 
analyzed our people and our problems 12 ways from 
Sunday. Someday, someone may come up with the 
formula for preventing mistakes; but in the meantime, 
we must outflank and avoid the mistakes that cost us 
precious lives and countless dollars. Logic, 
determination, and decision are required. 

These are some of the actions I consider necessary to 
achieve breakthrough improvements in our aviation 
safety performance. The opinions are mine. If exception 
is taken — good! We need some honest “telling it like it 
is” in the safety business. 

Organize So as to Better Promote and Optimize 
Safety — first, the squadron safety officer, then the CVA 
safety officer, and now the squadron safety department. 
Twenty years is all it took! Must we go another 20 or 10 
or even 5 years before we recognize that safety is not an 
advisory function? It is primary! It requires decisions, 
decisions, and more decisions. And decisions involve 
facts, alternatives, and courses of action. We have 
recognized the requirement for a _ safety-oriented, 
decision-making process at the operational level, but we 
have only recently translated it to the management level. 








The price tag for our new inventory aircraft increases 
every year, and we are long past the stage where we can 
afford independent nonintegrated decisions. 

To my mind, it’s time for a DOD Directorate of 
Aviation Safety to integrate servicewide policy in 
common areas. The FAA makes safety rulings which 
affect all commercial and general aviation. Can we afford 
to do less? One directive and DOD funding would get 
white strobe lights on all service aircraft — maybe even 
in time to prevent the next midair. In the Naval Air 
Training Command, we have established and staffed 
safety departments in our 23 squadrons and with good 
effect. The notion that one man, the Aviation Safety 
Officer, can do what must be done is fallacious. He 
needs help! 

Improve Selection and Training of Aircrews — often 
discussed, seldom disagreed with, but calling for hard 
decisions. Will we raise the entrance standards, accept 
greater attrition, require better performance before 
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designation, spend the money for modern training 
aircraft and simulators, upgrade the experience level of 
our instructors, and provide meaningful jobs for our 
graduates, or will we continue to accept the accidents 
that are preventable as an unavoidable part of the 
profession? We've got to put our logic in gear and our 
money where our mouth has been. 

Tighten the Operational Rules and Enforce Them 
Strongly — certainly, a controversial alternative. 
Regardless of viewpoint, the ultimate question is Do We 
Intend to Reduce Accidents?, NOT Can We? Will we 
stop writing off NATOPS evaluations so we don’t hurt 
someone’s feelings? Will we enforce the rules against 
flight violations without compromise? Will we 
disenfranchise a violator? Or will we continue to tolerate 
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and excuse and rationalize our way out of these hard 
decisions? A look at the fatality list from flathatting for 
a single year provides us with the answer. We must 


enforce the rules, or they will never be accepted as such. 


Upgrade Aircraft Maintenance and Quality 
Assurance — hard decisions again. Will we provide 
realistic levels of support? Will we accept reduced 
readiness if required to ensure quality work? Will we 
require (or just solicit) professional workmanship? Will 
we remove the quality assurance function from the 
purview of the Maintenance Department so that greater 
objectivity can prevail? Will we opt for fewer airplanes 
and greater depth and breadth of support for those we 
do procure? Will we insist upon full systems capability 
with mission-essential equipment, or will we continue to 
cannibalize and report an inflated readiness posture? Will 
we tolerate our trained maintenance personnel to be 
siphoned off their essential aviation tasks in support of 
nonaviation programs? Will we continue to advocate and 





glorify the “‘can do” spirit and demean the honest “can’t 
do?” You can see we have our work cut out for us. 
Improved Air Systems — the improvements of past years 
have been commendable. Initiatives such as contractor 
safety symposiums, systems safety applications to new 
procurement, and “fly before buy” are steps in the right 
direction. Jt is shameful, however, that we allow 
ourselves to be repeatedly victimized by known 
technical and design deficiencies. Our own supply and 
support philosophy cannot escape its share of 
responsibility for many of these travesties. 

Engines that can be shut down inadvertently, parts 
that collapse or burst because they are aluminum and 
not steel, engines that fail because we replace only 
certain worn out parts at overhaul with resultant loss of 
tolerances, unreliable components, and system failures in 
our service aircraft while known reliable systems are 
available in commercial models— each of these are 
known problems that we tolerate year after year. 


Large sums of money are invested annually on 
encyclopedic documentation of systems and 
components. These dollars could be better spent 
elsewhere if the data is not going to be effectively used 
to improve quality, reliability, and provisioning of 
spares. We’ve all heard the adage that “tan elephant is a 
mouse built to MILSPECS.” If a mouse is what we need, 
it is doubtful that an elephant can do the job, and he 
sure is more costly and difficult to maintain. 
Overspecification is a military disease that runs up a big 
hospital bill. Reliability is our goal, and it is cost 
effective. 

We know that design technology for reliability, 
maintainability, and safety is available as evidenced in 
the private and commercial aviation communities. We 
also have much to learn from commercial aviation on 
aircraft and component rework, as our practices over the 
years have been less than economical. Dollars have been 
wasted that could have been better spent on quality and 
reliability where it is needed. 

There are many other enlightened actions that offer 
potential for accident reduction. For example, our 
attitude toward alcohol and its effect. Against a 
backdrop of many alcohol-related accidents, a 
reevaluation of our attitudes toward alcohol as it affects 
our safety performance is in order. 

Happy hours, service clubs that serve liquor at noon 
on working days, and beer machines in BOQs and BEQs 
on naval air stations certainly don’t help anyone’s safety 
effort. 

Standardized field arresting gear installations are 
sorely needed. The fact that midfield and abort gear is 
available on only a few of our long jet runways is 
unconscionable. We know that airplanes blow tires in the 
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“We need a major shakeup in every area that 
bears on the safety of operations, in every 
echelon of command.” 


middle third of runways. Most will swerve off the 
runway and be damaged or destroyed long before their 
hooks can possibly engage the arresting gear located 
toward the end of those runways. We need both now. 
The saving of one F-14 will pay for all the midfield 
arresting gear we need. 

At the other end of the spectrum is the catapult 
launch. Many aviators owe their lives to an air boss or 
commanding officer who was prepared at the crucial 
moment to advise or direct. We tightly control aircraft at 
the ramp, on the deck, and on the cat. Isn’t it time to 
provide postlaunch control or advisories at night until 
the airplane is safely in its climb schedule? 

These notions are not new. Most are controversial. All 
require strong and continuing effort — not the one-shot 
surges of energy that characterize much of our activity 
in the field of safety. 

In 1971, the DCNO (Air Warfare) proposed sweeping 


changes in all aspects of administrative, operational and 
training, and maintenance procedures throughout naval 
aviation. For those who have forgotten these proposals, 
let me summarize the major ones: 


@ Emphasize command awareness and_ stricter 


attitudes toward violations and noncompliance. 
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@ Restructure the safety organization. 
@ Emphasize NATOPS. 
@ Smooth out tempo of operations and emphasize 


productive training. 











@ Maintain a pilot/NFO flight performance jacket. 

@ Increase and formalize training in simulators. 

@ Tighten adherence to maintenance and quality 
assurance procedures. 

@ Establish Group IX qualification and performance 
jacket. 

@ Reduce time required for incorporation of safety 
fixes. 

@ Improve maintenance control and better utilize 
personnel assets. 

@ Implement systems safety concepts in new 
weapons systems and engineering changes. 

@ Formalize nondestructive inspection techniques. 

@ Expand use of condition-monitoring equipment in 
aircraft. 

@ Conduct comparative 
supply support systems. 

@ Provide dual-pilot capability in training models of 
each new operational aircraft. 

@ Expand audio-visual equipment for improved 


analysis of USAF/USN 


training capabilities. 

In 2% years, we have made only modest progress 
in these areas. Waiting for evolution to bring about 
the required actions won’t get us where we must go fast 
enough — what we need is revolution. 

Naval aviation is a national institution. Our people 
and our equipment are the best our country can provide. 
They cannot continue to be written off as a kind of 
depletion allowance. The current price we pay for 
combat readiness is too high — it has always been too 
high! We need a major shakeup in every area that bears 
on the safety of operations, in every echelon of 
command. Our specifications for equipmeht, personnel 
training assignments and performance standards, data 
keeping and analysis, systems documentation 
procedures, our safety organization — all need an 
overhaul. We must get on with it now — in 1974. The 
capabilities of our potential adversaries demand it. Our 
limited budget demands it. And our moral obligation to 
our shipmates cannot be reconciled without major 
changes in our approach. =< 


Publisher’s Note: APPROACH is indeed grateful to RADM Ferris for the thought provoking article above. Throughout the 
long years since Pearl Harbor, Jim Ferris has been the very epitome of total dedication to excellence in Naval Aviation — 
dedication backed by exemplary personal courage, absolute integrity, and behind the piercing eyes and sometimes 
ferocious mien, a deep pervading concern for his shipmates. The FY-74 all-time safety record in NAVTRACOM is 
unimpeachable testimony to his aggressive leadership, right down to the wire, in his final active duty tour. In his own 
words, ‘‘A winner never quits and a quitter never wins.”’ W. S. Nelson 
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Reel It In. Ever since aircraft have 
been able to reel out cables, 
refueling hoses, rescue hoists, 
trailing wire antennas, towlines, and 
ropes, there have been problems. 
Often, whatever has been let out 
cannot be brought back; and as a 
result, they have damaged the 
aircraft and things or people on the 
ground. 

Recently, a CH-53D sustained 
cuts and dents in the blade pockets 
of its main and tail rotor blades. 
Also, the tail skag actuator was 
bent and broken, and the tail rotor 
drive shaft covers on the tail pylon 
were damaged. 

The helicopter was in a 75-foot 
hover preparing for a rappelling 
exercise. The rappelling ropes had 
been deployed, but became 
entangled; and the officer-in-charge 
of the troops, inside the helo, tried 
unsuccessfully to straighten them. 
He advised the HAC of the problem 
and requested the pilot to land. 

The HAC flew to a position over 
the landing area and began a 


letdown. As he entered ground 
effect, the ropes, which had been 
partially pulled back into the helo, 
began to lash wildly and were 
blown into the skin of the aircraft 
and into the main and tail rotor 
blades. The helo began to shudder, 
but the HAC landed immediately 
and secured the helicopter. 

Poor coordination. existed 
between the helicopter crew and 
the officer-in-charge of the troops. 
The importance of crew 
coordination has been reiterated 
time and again — particularly when 
an aircraft is flying with anything 
hanging out. Reel it in, guillotine 
the cable, or execute a careful 
approach and landing if the whole 
thing is fouled up. 


Routine Fam. An IP and his 
student took off in a TS-2A for a 
routine instrument training flight. 
The weather was 700 overcast and 
2 miles visibility. There wasn’t 
anything unusual about the 
weather, for winter, but still not to 
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be taken lightly with a student in 
the left seat. To show just how 
routine can turn to worms quickly, 
their problems began right after 
they disappeared into the overcast. 

During the climb, the elevator 
trim ran away. This emergency was 
handled with dispatch. GCA was 
requested, and a vector downwind 
was received. Shortly thereafter, 
the UHF went out, and nothing 
further was heard from approach 
control. (Guard was working, but 
wouldn’t you know, someone was 
having an emergency, and the 
frequency was clobbered.) Local 
procedures called for a TACAN 
approach into the field with lost 
radios. Unfortunately, the TACAN 
was inoperative, even though it had 
checked good prior to takeoff. 
(Subsequent inspection revealed 
that the VOR was also inoperative.) 

Things soon became _ hectic, 
especially after the student pilot 
noted one of the generators had 
failed. Reset worked OK. The 
decision was made to shoot an ADF 
approach, and the ARN-6 was 
tuned off a commercial broadcast 
station in time to make a 
straight-in. An uneventful landing 
ensued. 

The entire sequence of events, 
which took only 15 minutes, could, 
in every sense, be _ called 
challenging. The student ‘conducted 
himself like a pro as he correctly 
troubleshot one problem after 
another. Their performances were 
exactly what safety is all about. 
Both the IP and his student deserve 
an ATTABOY. 


No Juice. Just when a model has 
been around long enough to rate 
the title ‘‘venerable,’’ as the C-131, 
something unusual transpires to 
make you wonder why it didn’t 
come to light years ago. 

A crew had launched on a 
routine, VFR, postmaintenance 
checkflight after a calendar 
inspection. The No. 1 prop was 











feathered, and shortly, a sequence 
of events began which raises some 
questions. 

When the crew was ready to 
bring the engine back on the line, 
the prop was turned through 12 
blades with the starter. The prop, 
however, wouldn’t unfeather. The 
crew noticed that the No. 2 
generator was off the line and the 
battery gage read 4 volts. Four volts? 
Mercy! With dispatch, the pilot 
headed for Homeplate and 
executed an uneventful, 
single-engine, NORDO approach 
and landing. 

Before takeoff, the crew had 
placed the aircraft radar in standby 
to prepare for an airborne check. It 
wasn’t secured prior to feathering 
No. 1. Additionally, the NESA and 
all radios and navigation aids were 
on. Apparently, this electrical load 
(combined with the high amperage 
draw of the ieathering pump) 
caused the No. 2 generator to blow, 
since the No. 1 generator was off. A 
complete electrical failure occurred. 

An endorser asked the question, 
“During takeoff into actual IMC, 
do you want the radar on and 
warmed up while the autofeather 
system is armed and NESA on?” 
The NATOPS Manual has a Note 
bearing on the condition, which 





applies to the engine shutdown 
checklist, recommending _ setting 
METO RPM on the good engine 
and reducing electrical load prior to 
shutdown. 

Since the incident, squadron 
pilots have treated the Note as 
a Warning. Also, a NATOPS change 
has been initiated to add ‘“‘radar 
inverter, OFF” as No. 1 item on the 
Engine Failure/Fire in Flight 
checklist. Further, in compliance 
with NAVSAFECEN APR ‘73, 
S-2/C-1/E-1 Cockpit Crossfeed, 
postmaintenance checkpilots will 
test the remaining generator prior 
to shutdown of an engine to ensure 
it will carry the feathering load. 


Close Quarters. At night, a C-130 
was taxiing for takeoff on a 
taxiway parallel to the duty, behind 
a follow-me truck. As the aircraft 
neared the refueling pits, a TA-4J 
was noticed parked with its nose 
extending into the taxiway. The 
C-130 moved approximately 12 
feet left of centerline and stopped 
to check clearance. A_ lineman 
located near the wingtip of the big 
bird gave what appeared to the 
crew to be a thumbs-up signal with 
a single red wand, and_ they 
assumed they had _ adequate 
clearance. As the Hercules moved 


forward, contact was made with the 
Skyhawk’s open canopy. 

Inadequate communication 
between cockpit personnel and the 
ground crew is the major 
contributing cause factor of this 
incident. The lineman had only one 
red wand available as the aircraft 
approached. From _ his vantage 
point, he could see that there was 
insufficient clearance for the C-130 
to pass. After the taxiing aircraft 
stopped to check clearance, the 
lineman attempted to indicate that 
the C-130 would strike the A-4 by 
pointing to the wingtip with the red 
wand. 

The proper use of aircraft 
handling signals would have 
prevented this incident. A 
stop/hold your position — signal 
would have prevented movement 
until the aircraft separation was 
determined. Nevertheless, the 
ultimate responsibility for aircraft 
separation lies with the aircraft 
commander. 

When operating in areas of close 
confinement and sufficient aircraft 
separation is doubtful, the aircraft 
should be stopped and a 
crewmember dispatched to check 
the clearance. Only when adequate 
clearance is confirmed should 
taxiing continue. <= 


You don’t see approaches like that every day. 
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To all helo pilots and personnel aboard all 


ships at sea with helicopter platforms. 


FLASH: 


Helicopter pilots aboard a carrier (or LPH/LPD) are frequently requested to proceed to 
an aviation facility ship to pick up passengers. This is a routine request in a task force. 

Any pilot who is requested to perform such a mission will take a few minutes to do some 
reading to find out whether the ship is certified and what facilities are available. In our 
hypothetical situation, he finds that the ship is presently waived Level III, Class 4, for the 
H-2, H-3, and H-46. He now knows, since he’s familiar with the certification program, that 
the transfer will have to be made by hoist. 

The pilot takes off and proceeds to the ship and makes his approach with a green deck 
and favorable winds. Even the sea conditions are quiet. As the pilot begins to move over the 
deck, he sees, and is told by his crewman, tliat there are no safety nets installed. Impossible! 
The drawings of the ship that he looked at before departure showed all nets installed. 

Does he still make the transfer? Should the ship’s facility still be waived? How effective is 
our present certification program? 


Certitfied: 


By LT J. W. Nellis 
HC-6 


THE REQUIREMENT for certification of shipboard 
aviation facilities was esiablished in 1968 by 
OPNAVINST 3120.28 to provide proper, adequate, and 
safe facilities in ships operating aircraft. This is to be 
accomplished by an inspection of the facilities to ensure 
that minimum criteria are met on the installation and 
modification of these facilities. Ships passing the 
inspection will be certified. 

NWP 42, Shipboard Helicopter Operating Procedures, 
defines aviation facility ships as: “Ships, other than 
aviation ships, with facilities for operating helicopters 
capable of attaining certification/waiver of aviation 
facilities in accordance with OPNAVINST 3120.28 
series.” 

Those ships unable to meet specifications can be 
issued a waiver from CINCLANTFLT/CINCPACFLT to 
operate with aircraft. This waiver will be extended only 
until the ship’s next regular overhaul. Ships are further 
required to ensure that the necessary corrective measures 
are shown as high priority safety items in the lists of 
repairs and alterations to be accomplished during that 
yard period. 

In JUN 69, the Chief of Naval Material implemented 


the certification program and issued NAVMATINST 
3120.1 which promulgates certification procedures, 
responsibilities, and criteria for a system of levels and 
classes to identify the capabilities of each ship’s 
facilities. 

The same year, Helicopter Operating Facilities 
Bulletin No. 1 and Helicopter Support Facilities Bulletin 
No. 1 were published defining the specific requirements 
for these facilities by level and class. These two 
publications were combined in 1971 into Helicopter 
Operating and Support Facilities Bulletin No. 1A. 

Helicopter Operating and Support Facilities Bulletin 
No. 1B was published in AUG °73. There are changes 
from Bulletin 1A in almost all inspection areas. Of 
interest to most pilots would be the increase in 
equipment height in the rotor clearance areas for vertical 
replenishment and helicopter inflight refueling. Copies 
of the new bulletin are available by calling the Naval Air 
Engineering Center’s hotline action desk, Autovon 
443-3004. In addition to supplying the Bulletins, NAEC 
is willing to answer any and all questions concerning the 
certification program. 

So, what good does all of that do you? You’ve seen 
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CONFUSING AND 
NON—STANDARD 
MARKINGS 


OBSTACLES IN LANDING AREA 


OBSTACLES IMMEDIATELY ADJACENT TO AREA 


MISSILE LAUNCHER TOO CLOSE TO ROTOR AREA 


INADEQUATE LIGHTING 


INADEQUATE TAILWHEEL CLEARANCE 


where the program came from and what the system tells 
you about a ship’s aviation facility. Earlier, reference 
was made to some recommended reading. This should 
include COMNAVAIRLANTNOTE 3500 or Encl. 1 to 
CINCPACFLT Itr FF-1, 13800 Ser. 35/357 of 21 JAN 
74. 

These are quarterly listings of the current 
certification/waiver status of Atlantic/Pacific Fleet ships. 
They tell the pilot exactly what he safely can and cannot 


do with each particular ship. 

Also, to get a good picture of what the ship and its 
aviation facility actually looks like, the pilot can go to 
SPLASH (Shipboard Platforms for Landing and 
Servicing Helicopters) and The Non-Aviation Ships 
Helicopter Facility Resume. Both of these publications 
give a three-dimensional profile illustration of the ship in 
addition to a detailed view of the aviation facility. 
Unfortunately, neither of these publications are current. 
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The last update of SPLASH was in JAN ’73 and the 
Resume in AUG ’72. Both are in the process of being 
completely revised, and by the first part of FY-75, we 
should see quarterly editions of SPLASH with a new 
format similar to the Resume. It will also contain the 
certification information now found in 
COMNAVAIRLANTNOTE 3500 and the current 
CINCPACFLT letter. 

The certification program was initiated in an attempt 
to eliminate the problems and safety hazards the 
helicopter community has been exposed to ever since 
the assumption by all concerned (except the helo pilot 
and his crew) that any helicopter can operate with all 
grey floating objects and can land on any relatively flat 
area on one of these vessels if the pilot can set the thing 
down without chopping off a few feet of his rotor 
blades. How far have we come since the program’s 
inception in 1968? Are the ships obtaining certification 
as intended? 

As of FEB ’74, only 96 ships have been granted 
certification status with 37 presently assigned to the 
Atlantic Fleet and 59 to the Pacific Fleet. This gives the 
Pacific Fleet approximately a 40 percent certification 
rate and the Atlantic Fleet less than a 25 percent rate of 
those ships able to obtain any certification/waiver status 
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at all. Many of these ships are certified to a lesser level 
and class than required for that class ship by CNO. 

What these figures tell the helo pilot is to be wary of 
ships waived for operation, but that those certified will 
present no problems, correct? Not necessarily so. 

In DEC ’72, an SH-2D landed momentarily aboard an 
aviation facility ship certified safe and adequate to land 
the H-2. Upon touchdown, the aircraft’s tailwheel rolled 
off the flight deck. Although the pilot was partially at 
fault, the ship’s flight deck had just been resurfaced, and 
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Class 1 Landing area with 
service and maintenance* 


Class 2 Landing area with service* 


Class 3 Landing area on!y* 
































Class 4 Vertical replenishment/hover area 


Class 5 High hover vertical 


Class 6 Helicopter inflight refueling area 


replenishment/hover area 


* Deck markings for Classes 1, 2, and 3 are identical. Check appropriate publications for servicing and maintenance. 











Identification of Facilities 


Level — condition of flight under which the helicopter is required to operate. 
Class — type of operation the ship’s facility is able to safely conduct. 


Helicopter 
of working this facility are indicated: 


LEVELS: 


Level I — Day and night operations/IFR 
Level II — Day and night operations/VFR 
Level III — Day operations only/VFR 


CLASSES: 


for each level and class certified/waived, the specific helicopters capable 


Class 1 — Landing area with service and maintenance 


Class 2 — Landing area with service 


Class 2A * — Landing area with limited service 


Class 3 — Landing area only 


Class 4 — Vertical replenishment/hover area 


Class 5 — High hover vertical replenishment/hover area 


Class 6 — Helicopter inflight refueling area 


EXAMPLE: 


The USS BLAKLEY (DE-1072) is presently certified: 


Level I, Class 1 for the H-2 
Level I, Class 2 for the H-1 


Level I, Class 4 for the H-2, H-3, H-46, and H-53 


* Class 2A — established in MAY ‘73 to give certain facilities Class 2 certification, deleting auxiliary 


power and pneumatic servicing requirements. 


the deck markings had not been repainted. Obviously, 
the ship would not have passed its certification 
inspection without the proper markings. 

This points up part of the problem. There is no 
periodic inspection of facilities. Certification inspections 
are normally given only after installation or major 
overhaul of the ship or equipment, and only if requested 
by the installing activity, the ship, or the ship’s type 
commander. With money becoming more difficult to 
come by, how often will today’s ships have the luxury of 
overhaul? 

Now for the ships that are unable to meet the 
certification requirements. The number of surface vessels 
unable to obtain waiver status is almost nonexistent. For 
those ships not covered on a quarterly notice, they 
mysteriously receive a waiver immediately prior to 
deployment. If the waiver has not been received by that 
time, the ship will probably be waived at some time 
during the deployment because of operational necessity. 

What does this or any waiver tell you about the 
inadequacy of the facility? Nothing. What was the 
deficiency — insufficient deck area or rotor clearance? 
The pilot may not be aware that the actual clearances do 
not provide adequate safety margins. It would be of 


great benefit to the piloi to know in what safety area, if 
any, the ship he is required to work with is deficient. 
Most pilots would like to know whether the facility he’s 
working with is not certified because of inadequate rotor 
clearance as opposed to a problem in the helicopter 
washdown system. 

The certification specifications as set forth in 


HELOPSUPFAC Bulletin No. 1B are completely 
adequate, but what is needed in this area is an annual (or 
predeployment) inspection of each ship’s aviation 
facility to be performed by an agency independent of 
the ship itself. The present program of self-inspection 
presents problems even if only for the fact that the 
personnel aboard ship may not be familiar enough with 
the specifications required. 

Until proper emphasis is placed in obtaining the 
rework required to bring ships up to CNO requirements 
and the institution of a periodic facility inspection, the 
program’s goals of providing proper, adequate, and safe 
facilities in ships that operate aircraft will not be met. 
This, in effect, will keep the helo pilot in the same 
undesirable recertification program position of 
watching out for his own tail rotor because he knows no 
one else will. ~< 
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By LCDR R. M. Nutwell } 
VA-25 
@ The pilot of a 
tanker-configured A-4 is catted off 


into the dark and experiences a 
partial loss of thrust after retracting 
his gear. Checking the throttle at 
MRT, he selects manual fuel to no 
avail. Unable to maintain altitude at 
1000 feet, he decides to eject. 
Would he have been wiser to 
jettison his 4000 Ibs of external 
stores first? 

@ During a routine night patrol, 
a P-3 crew experiences an engine 
firewarning light that cannot be 
extinguished. A small, unlighted 
airfield is nearby, and Homeplate is 
one hour away. Should an 
immediate emergency landing be 
attempted? 

e@ An F-4 crew is attempting a 
shortfield arrested landing on a wet 
runway following failure of the 
utility hydraulic system. A good 
approach is flown to touchdown, 
but a hookskip results. Should the 
pilot remain on deck or execute a 
go-around and set up for another SS RANGER 
arrestment attempt? 

@ The wingman of a section of 
A-6s is bringing his NORDO leader 
back to Homeplate and plans a 
section approach to drop the 
NORDO aircraft off “‘on the ball.” 
Upon checking in with approach 
control, he is informed that the 
weather is below circling minimums. 
Should he shoot the approach as 
planned or divert? 











THESE hypothetical examples illustrate the 
prevalence of tough decision-making situations in naval 
aviation. Aviators and operational commanders are faced 
with such decisions regularly. The difficulty of making 
sound choices, especially in a stressful situation requiring 
prompt action, is illustrated by the numerous accidents, 
including a few in the current fiscal year, in which poor 
decisions played a key role. 

Given that these critical decision-making situations 
are certain to arise, how can we as members of naval 
aviation maximize our chances of making the correct 
decision each time? First, it will be helpful to define 
exactly what we mean by the “right” decision. In 
theory, the right choice is that alternative which, after a 
careful weighing of the pros and cons of each alternative, 
appears to offer the best chance of achieving the 
decision maker’s objective(s): successful mission 
completion, a safe recovery following an emergency, or 
the accomplishment of needed training at minimum risk, 
for example. 

There is, however, no simple objective criterion of 
“rightness” that readily presents itself. Perhaps the most 
that can be said is: the right decision in any particular 
situation is that course of action that would be followed 
by a clear majority of experienced personnel, given the 
information available and ample opportunity for 
reflection. 

Two results follow immediately from this 
definition: first, not all decision-making situations have 
a “right” answer. Even in these cases, however, “good” 
and “‘bad” choices can usually be identified. (A pilot 
who experiences a hydraulic failure enroute may have 
more than one abort field to choose from, but 
continuing several hundred miles to his destination is 
probably a bad choice.) Secondly, if the judgment of 
experienced people is to be the standard, it follows that 


By 


the decision maker’s experience level can be a key factor 
in his ability to make the right decision. More on this 
later. 

Now that we have a better handle on the criterion of 
rightness, let’s return to the central problem: how can 
we improve our chances of making the right decision, or 
at least of not making a bad one? 

The first thing to realize is that many decisions have 
already been made for us — that’s the whole point of the 
NATOPS program and other sources of safety rules and 
standard operating procedures. Although no set of rules 
can cover every situation, rules and procedures have 
already been established that cover a large number of 
potential situations. NATOPS emergency procedures, 
ACM rules of engagement, IFR weather minima, and 
lists of mission-essential subsystems are some examples. 

The applicable rules and procedures are always a good 
place from which to start in making a decision. 
Furthermore, in a tight situation, standard procedures 
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learned well enough to be followed instinctively can 
greatly reduce the workload on the pilot’s mind. In 
short, you don’t have to think — merely react. 

To illustrate, a pilot commencing an emergency 
approach to a divert field with utility hydraulic failure 
should not have to think about how to extend his gear 
and flaps by the emergency systems. He should be able 
to do this instinctively, leaving his mind free to plan his 
approach and other contingencies. 

Standard procedures have been developed by 
agreement among many experts as a result of careful 
analysis and long experience. If you still don’t believe in 
NATOPS, ask yourself this question: when faced with a 
problem that can be analyzed in advance, who has the 
best chance of producing the right answer — a pilot with 
relatively limited experience who frequently must act 


approach/june 1974 





14 


under pressure, or a group of seasoned professionals with 
ample time to analyze all facets of the problem and with 
the experience of the entire Navy upon which to draw? 

To be sure, operators must apply rules and standard 
procedures with common sense, but the point is that if 
you follow standard procedures, you'll have a much 
higher batting average than if you attempt to “ad lib” it 
every time. 

Looking at it from a more practical viewpoint, in 
decision situations covered by SOP, the “right’’ decision 
has already been identified. By knowing the correct 
procedure and following it, you raise your likelihood of 
deciding correctly, thereby “protecting your six” and 
incidentally minimizing the chance of an accident. 

The penalties for excessive numbers of rules and 
standard procedures are complexity and loss of 
operational flexibility. This places an upper bound on 
the number of decision situations that can be covered by 
hard rules and, fortunately, leaves many choices to the 
judgment of the operators. 

What can we do to prepare ourselves to make the 
right decision in situations where no rule or standard 
procedure applies? 

One measure that has already been identified is to use 
every opportunity and every means available to increase 
your experience level. But this means you can’t hope to 
be a really good operational decision maker until you’ve 
been around naval aviation for several years and logged 
thousands of hours, right? Wrong! Personal experience is 
invaluable, but vicarious experience is almost as good a 
teacher. It is also more readily available and much less 
expensive! The nuggets may have to work a lot harder at 
it, but anyone with a year or two in the Fleet and a 
desire to learn can make himself a veteran by learning 
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from the experiences of others. 
Here are some examples of the many sources of 
vicarious experiences available to us as aviators: 


®@ Readyroom bull sessions. 

@ Interrogating pilots who’ve “been there.” 

@ APPROACH, MECH, and other safety magazines. 

@ Mishap reports. 

@ Weekly accident summaries. 

It is recommended that each pilot become a voracious 
reader of these publications, including as many back 
issues as he can get his hands on. Every incident 
writeup has at least one lesson in it — and if you’re 
young, it’s probably one you haven’t learned yet. Learn 
to read mishap reports with this in mind. Ask 
yourself: could this have happened to me? What would 
I have done? Should my own procedures be revised in 
light of this incident? 

After reading the scenario of each mishap narrative, 
ask yourself how you would have handled the situation, 
then read on to see if you were correct. The time 
invested in a systematic, meticulous, and continuing 
effort to learn through vicarious experience should pay 
great dividends in terms of self-confidence and airborne 
performance, especially to junior aviators. 

A second way of giving oneself the best chance of 
making the right decision is to think through in advance 
as many operational contingencies as possible. Despite 
the contentions of a rare few who insist that they think 
well under pressure, most of us do better when a little 
time is available for analyzing the situation. The best 
way to ensure you have this time is to do as much 
analysis as possible before the situation arises. 

As noted above, NATOPS has already made a lot of 









decisions for us. But we can supplement NATOPS with 
our own carefully thought out decision rules and 
procedures covering contingencies which our experience 
tells us are likely to arise. Preplanning need not 
culminate in a hard rule; a leisurely examination of all 
the factors involved in a problem (e.g., when to shoot a 
straight-in precautionary approach and when a circling 
approach) can be one of great benefit in the clutch. 

Here are some examples of decisions that can be 
made, or at least analyzed, in advance. Every pilot can 
add scores of contingencies to this list peculiar to his 
aircraft and mission: 

@ For a given point in the takeoff roll, given 
malfunction, and given runway environment, are you 
going to abort or continue the takeoff and attempt an 
emergency landing? 

@ If you receive a partial arrestment aboard ship, 
should you eject immediately or attempt a bolter? 

@ If you feel your aircraft about to fall off the edge 
of the flight deck, should you eject, blow your canopy, 
or just hold on and wait for water impact? (What if it 
happens so fast the bank angle has already exceeded 30 
degrees?) 

@ On short final with a given malfunction and given 
runway conditions, are you going to land immediately or 
take it around and set up for an emergency landing? 

@ Considering your instrument flying _ skill, 
experience level, and current proficiency, what are your 
personal weather minimums? 

The principle of preplanning anticipated decision 
problems can also be very usefully applied when 
airborne. As a situation unfolds, it is frequently possible 
for the pilot to foresee potential difficulties and decide 
in advance what he will do in each case. 

When commencing an approach in weather near 

















minimums, for example, a pilot should have already 
decided what he’s going to do in the event of a missed 
approach. In general, any analysis that can be done 
beforehand makes a good decision “in the clutch” just 
that much more probable. 

Manual skill in operating an aircraft is essential but 
relatively easy to acquire. The real challenge of 
airmanship is good headwork, which involves making 
timely and accurate decisions. An aviator’s operational 
decision-making ability can be enhanced by systematic 
and painstaking preparation in the following areas: 

1. Know NATOPS procedures and general operating 
rules cold. 

2. Take advantage of every resource and opportunity 
to increase your experience level, especially by learning 
from the experience of others. 

3. Analyze in advance as many potential operational 
decisions as possible. | 


Sad Story No. 101 


The pilot of a CH-46D made an approach to a very small LZ (landing zone) and came 
to a hover just above the trees. The crew chief started giving obstruction clearance 
instructions to the pilot to maneuver him into the zone. 

The pilot and crew chief both misjudged rotor blade clearance. The pilot saw his 
forward blades zap the top of a small tree, but no one saw the aft blades hit the top of 


another. 


The LZ was too small, so the approach was terminated, and amid vibrations, the 
helicopter was flown back to Homeplate. Investigation disclosed damage to all blades. 
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The Ills of Heat — 


By LT James E. Burkhart (MC) 


WITH the advent of the summer season, we are once 
again faced with long days of high temperatures and 
relative humidity. These two factors — in combination 
with continuing work requirements — result in increased 
heat production and the possibility of heat illness. 

Why does this topic merit discussion in the aviation 
community? Well, for several reasons, the foremost 
being general safety. 

To understand the basic types of heat illness and the 


rationale underlying prevention and treatment, we must 
first understand basic heat physiology. 

The body loses heat by three processes: 1) evaporation, 
2) radiation, and 3) conduction/convection. These 


mechanisms account for 20-27 percent, 60 percent, 
and 12-15 percent of heat loss respectively. When the 
environmental temperature increases, these proportions 
change greatly because radiation and convection become 
relatively ineffective. Sweat gland activity increases, and 
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evaporation becomes the most important means of heat 
loss (0.58 calories of heat removed per gram of sweat 
evaporated). Inadequate cooling leads to increased 
sweating, however, and may lead to marked loss of water 
and salt. 

Your circulatory system also plays a role by the 
responses of vasodilatation and increased heart rate 
which increase the amount of heat transferred from the 
center of your body to your skin. This places a strain on 
your cardiovascular system which may be increased by 
dehydration ensuing from the marked loss of water. 
Also, hyperventilation or panting can lower the level of 
CO? in your blood. The resulting respiratory alkalosis 
may contribute to the heat illness syndrome. In 
addition, your adrenal cortex plays a role in the response 
to heat with its function becoming more important in 
the acclimatization phase. 

Acclimatization results in a remarkable increase in 
your capacity to live and work in a hot environment. 
You can accomplish this by a schedule allowing a 
graded, progressive increase while working in heat. This 
is necessary regardless of your physical condition. The 
better your physical condition, however, the more 
rapidly you will complete acclimatization. 

As noted previously, your physical condition has an 
effect not only on the rapidity of acclimatization, but 
also on your reaction to heat. Some of the factors 
are: 1) obesity; 2) fatigue; 3) dehydration; 4) use of 
alcohol; 5) vascular disease; and 6) prior occurrence of 
heat illness. 

Heat illness can be present in one of three forms or in 
combinations. 

Heat cramps are painful cramps of the voluntary 
muscles with the muscles of the extremities and the 


abdominal wall usually involved. Treatment involves 
replacement of salt loss from the body. 

Heat exhaustion is the result of excessive loss of both 
salt and water. Symptoms include headache, mental 
confusion, incoordination, weakness, lack of appetite, 
vomiting, and visual disturbances. Cramps may occur. 
Oral temperature may be subnormal or slightly elevated. 
Skin is cool, moist, and pale. Pulse is rapid and blood 
pressure low. Treatment involves moving the patient to a 
cool environment, treatment of the shock, and 
replacement of the deficit of salt and water. 

Heat stroke (sun stroke) is a medical emergency, 
characterized by loss of temperature control. It has a 
potentially high mortality rate if not treated quickly and 
adequately. 

There may be premonitory symptoms of headache, 
dizziness, nausea, and weakness, but the onset usually 
occurs suddenly with collapse and coma. Convulsions 
may occur. Skin is usually hot, dry, and red with an 
absence of sweating. Pulse is full, and blood pressure is 
normal and high. Respirations are deep and rapid. Body 
temperature is markedly elevated (106°-110°F). As the 
patient’s condition deteriorates, pulse becomes rapid, 
blood pressure falls, and respirations become shallow 
and irregular. The most important objective of treatment 
is rapid lowering of body temperature in addition to 
other treatment measures. 

In conclusion, it is readily apparent that the effects of 
environmental temperature are not to be taken lightly. 
Through use of sound judgment and _ proper 
conditioning, however, you can avoid many of the 
untoward effects of heat illness. 


MAG-26 Safety Raiser 


approach/june 1974 




















* Management Information Center 


By AZC Ted W. Odle, USN 
Wing Analyst 
LATWING ONE 


IN THIS ever-changing and complex aircraft Even the frequency with which these reports are 
produced is subject to change. The monthly reports 


required by top level management are not timely enough 
the for the middle-manager, i.e., the functional wing 


maintenance chief keeps in his hat nor the retentive commander. 


maintenance environment in which we live, the 
managerial tools of old are not enough for today’s 
manager. Neither the “little green book” 


The responsibility of the functional wing commander 
to ensure the highest state of readiness training for 

The tools of the modern maintenance manager are deploying squadrons requires timely identification and 
the various computerized reports which supply him with assessment of impending problems. MIC (Management 
data or history. The progressive manager will recognize Information Center) is one of the tools a wing 
the potential of these reports and successfully employ commander can employ to assist him in_ his 
them in the course of discharging his responsibilities. decision-making process. 


memory of the maintenance officer are sufficient to be 
successful in the hectic world of aircraft maintenance. 


MIC helps the functional wing 
commander define _ possible 
problem areas and make _ the 
proper decisions to place fully 
qualified crews into fully 
Operational weapons _ systems. 
Objective:. get fully operational 
aircraft into the air to meet 
Operational and. training 
commitments 
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MIC is designed to monitor a squadron’s progress 
through the training cycle and to forecast possible 
problem areas by utilizing data in a more responsive time 
frame. As such, MIC provides a clear, concise, current, 
and timely display of all community operations in a 
manner that defines the problem, facilitates corrective 
action, and monitors the progress. 

The COMLATWING ONE MIC evolved from the 
need to identify and separate those aircraft without 
engines, but with fully operable weapons systems, from 
those aircraft with engines, but degraded weapons 
systems. This was accomplished by the development of 





two matrix charts, one tracing missing engines and the 
other, degraded weapons systems. The process of mating 
engines with weapons systems was intended to increase 
the operational readiness of the Wing. 

When this single action failed to yield the desired 
level of readiness, questions were posed as to what the 
real problems were. A study was launched to identify 
those areas in the aircraft maintenance program which 
would yield the greatest amount of operational readiness 
for the smallest investment of money, material, and 
manpower. The most obvious of these areas was to 
reduce cannibalization. It was therefore decided to place 
the LATWING ONE shore-based community on a 
cannibalization moratorium. 

Although the moratorium singularly reduced the 
number of cannibalizations, it also pointed out other 
deficiencies, such as unrealistic flight scheduling and 
inadequate training. (The COMLATWING ONE 
Cannibalization Moratorium is described in detail in the 
Spring ’74 MECH.) 

Improved flight scheduling was accomplished 
through the design and implementation of the 
COMLATWING ONE Air Plan. The objective of the plan 
was to smooth out the traffic flow of aircraft airborne 
throughout the day. It was designed to provide sufficient 
operating time to meet the minimum flight time 
requirements established by the type commander. The 
plan also established a set turnaround time for each 
returning aircraft, thereby enabling maintenance to be 
properly performed. 

Each squadron was assigned a series of gate times 
(the time a returning aircraft must commence its 
approach). The advantages of the Air Plan are smoother 
flight requirements, an even distribution of air traffic 
control, and a realistic time frame for supply and 
maintenance to respond to the needs of operations. 

Training was improved by command attention and 
the implementation of new courses of instruction for 
both aviator and maintenance personnel. Emphasis on 
increased utilization of available NAMTG courses, as 
well as services of the NAESU representatives, produced 
a higher quality weapons system. The fleet replacement 
squadron implemented several “postgraduate” courses in 
its FRAMP Department that addressed specific 
maintenance problems and procedures at the squadron 
level. 

The complexity of monitoring so many diversified 
areas required much data. At the time, the best single 
source of this data was the 3M System. These data, 
together with various readiness/training reports received 
by COMLATWING ONE, supplied the initial basis for 
gathering information. This information was collected, 
analyzed, and plotted with one unanimous conclusion: 


We're not managing, we're collecting! 

By the time the data was processed as information, it 
was 2 to 3 months after the fact. For squadrons that 
deploy, this was an unsatisfactory time frame. Decisions 
affecting squadron training, readiness, and maintenance 
had to be made in a more timely manner. This was not 
the kind of management information needed by the 
wing commander — he needed current facts. 

The answer was apparent: data had to be collected, 
analyzed, and plotted more frequently so a problem 
could be identified and solved before becoming a crisis. 
The same collection source was utilized, but processed 
weekly. This required close coordination of the 
squadrons, the supporting station, and the Wing. 

The squadrons submitted a weekly report in addition 
to a modified 3M summary. The station supplied a daily 
supplementary 3M _ report to identify specific 
components not performing satisfactorily. The supply 
department, AIMD (aircraft intermediate maintenance 
department), and the Commander, Light Attack Wing 
ONE, began meeting biweekly as a “Blue Ribbon 
Committee” to discuss and solve station-wide problems 
affecting aircraft readiness. 

The information submitted by the squadrons and 
AIMD was processed weekly on the following charts: 

Operational Readiness Chart. Displays 3M aircraft 
statistical data as operationally ready, not operationally 
ready (maintenance), and not operationally ready 
(supply). An overlay portrays the full systems capability 
of the operationally ready portion. On the same overlay, 
the awaiting maintenance portion of NORM is depicted. 

Flight Hours Chart. Displays the squadron’s training 
plan as approved at the beginning of their shore-based 
training cycle. Their weekly flight hour accomplishment 
is plotted with lost flight hours by reason lost. 

Flight Activity/Ordnance Expenditure Chart. Tracks 
the accomplishments of the squadron by flight category 
and measures the amount of ordnance expended to date. 

Readiness Training Milestone Chart. Used to monitor 
the training progress of the pilots within the squadron in 
accordance with the type commander’s training manual. 

Cannibalization Trend Chart. Depicts the rate at 
which items are cannibalized against the number of 
bureau numbers cannibalized. 

Foreign Object Damage Chart. Displays the number 
of engines damaged by external FOD that could be 
attributed to either maintenance error or trash found on 
the ramps or taxi areas. This is compared to the number 
of flight operations aboard the base. 

A-799 No Defect Trend Chart. Serves a multifaceied 
purpose and is divided into three categories. The first is a 
matrix chart that tracks specific work unit coded parts 
which continually appear as no defect. The A-799s are 
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totaled for both part and squadron. The second chart 
displays trends by CAGs, each showing a norm and a 
monthly trend. The last chart presents the wing-wide 
trend picture. 

Magnetic Wall Status Board. Monitors the various 
commitments of the LATWING community and displays 
ali aircraft possessed by the LATWING. 

Additional charts displayed in the Management 
Information Center are: First Term Retention, Critical 
Component Exception Management, Critical SSE/PGSE 
Shortages, Safety Flight Hours, and MOD Line Progress. 

Prior to a squadron’s return from deployment, a 
proposed training plan is developed. This plan is based 
on the requirements of training new pilots and the 
configuration update of their aircraft. 

A training conference is held approximately 30 days 
after return from deployment to discuss the plan and 
recommend changes. The finalization of the plan is 
made, and the squadron’s goals are plotted on their 
various charts as a standard. 

As the squadrons proceed through the training cycle, 
their weekly accomplishments are analyzed, plotted, and 
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which can be used to base timely decisions affecting the 
deploying squadrons. 

Further expansion of MIC is currently underway. It 
will include a Cannibalization Trend Chart which will 
function in a similar manner to the A-799 Trend Charts. 

With the austere resources situation, it is becoming 
increasingly important that flight simulators be utilized 
to their fullest potential. Consequently, similar charts 
will be designed to monitor these training devices. 

In conclusion, the potential growth of the 
Management Information Center is limited only by the 


briefed. The wing commander now has a viable tool imagination of the managers who use it. <q 


A Note from COMLATWING ONE 


MIC is a management tool which organizes, categorizes, and evaluates information 
vital to the decision-making process. It is not, and should not be thought of as, simply a 
room for displaying charts. Although some individuals feel that chart display rooms are a 
magic ingredient that, when dropped into an organization, will correct its management 
ills, they are not. 

The only ingredients that will accomplish this are dynamic leadership coupled with a 
proper organization staffed to fulfill functional requirements. 

Successful MICs have two basic ingredients. First, a receptive management who fully 
understands the purpose and need of a center and is willing to support it. And second, a 
“professional’”’ MIC operator with authority and responsibility for the center and its 
supporting systems. 

A MIC must be tailored to the needs of the individual command and specifically to 
the desires of that command. The cost of the facility need not be extensive, nor the 
displays elaborate, but it must provide for the needs of the user. 

In addition, it does not require a large expenditure of people to run the program. 
Here, at LATWING ONE, we have a LTJG who is both MIC Director and Quality 
Assurance Officer, an AZC as assistant director, an AVCM who is QA CPO, and an airman 
who physically maintains the charts and inflow. 

In my experience, the operation of the LATWING ONE MIC is the most effective 
management tool I’ve ever seen — it’s the personification of viable management at the 
lowest level. 

CDR Thomas C. Watson, Jr., USN 
COMLATWING ONE 
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SITREP 


Sea Control Ship 


THE NAVY is giving intensive study to a new class of 
ships aimed at fulfilling the Navy’s mission more 
effectively with less money. Specifically, the Navy is 
considering the development of eight “sea control ships” 
by 1980. 

The SCS (sea control ship) is designed to cope with 
the increasing submarine threat over a broad geographical 
area. It is in no sense a replacement for CVA or CV 
forces which alone can provide sustained and 


concentrated force in high threat areas. 
Sea control ships wil’ operate in low air threat areas. 
They will not provide a capability to project forces 


ashore and will not be able to achieve air superiority. 
(See Fig. 1 for current design characteristics.) 

The question naturally arises as to whether this 
amounts to resurrecting the escort carrier concept of 
WWII. The answer is no. The two concepts, however, are 
quite similar insofar as providing sea-based airpower to 
escort merchant and naval formations. What the Navy is 
doing is taking a proven concept for the employment of 
maritime forces and blending it with new aeronautical 
technology. This permits us to operate modern helos and 
VSTOL aircraft from platforms too small to support 
today’s conventional fixed-wing aircraft which depend 
upon catapults and arresting gear for takeoffs and 
landings. 

There has been speculation that the sea control ships 
could evolve into a small attack carrier. Not so. The 
attack carrier is characterized by two distinct 
capabilities. First, it has the capability to establish air 
superiority wherever it operates by virtue of its high 
performance fighters. Second, it has the capability to 


deliver large tonnages of air-to-surface ordnance on 
either maritime or shore-based targets. 

The SCS will possess neither capability. Its aircraft 
will have the specific mission of protecting underway 
replenishment groups, amphibious groups, convoys, and 
those task groups not in the company of aircraft carriers. 

A few of the sea control aircraft will have a modest 
capability to intercept aircraft or attack surface ships, so 
the ship will not be completely without these 
capabilities. In a word, the attack carrier and the sea 
control ship are designed for different purposes. 

To go further, the attack carrier represents the 
ultimate in naval seapower — a ship/weapon system 
capable of meeting and defeating the most formidable 
threats an enemy might pose. In addition to its offensive 
power at sea, the carrier has the capability to project 
power ashore and can also serve as a defensive umbrella 
for other naval forces operating in a high threat 


environment. 
The sea control ship, on the other hand, is designed 


to provide defensive protection to maritime formations 
in a low threat environment where its capability is 
tailored to the envisioned threat level. Even though 10 
SCS systems might be constructed for the approximate 
cost of one CV, 10 such ships operating together could 
not fulfill the role of one CV. By the same token, the 
full capabilities of the CV would not be required in the 
low threat environment of SCS applications. 

To sum up, the two systems are not comparable, nor 
ate the costs directly relatable. In essence, they each 
represent the weapon system best suited to the task at 
hand. 


Current Sea Control Ship Design Characteristics 


640 feet 
80 feet 

30 feet 
14,300 tons 


Length (overall) 

Beam (waterline) 
Draft (navigational) 
Full load displacement 


Fig. 1 


Flight deck length 575 feet 
Flight deck width 105 feet 
Manning (ship/air) 700 
Aircraft (SH-3H/AV-8A) 17 
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Test and Evaluation 

USS GUAM (LPH-9), a ship reasonably representative 
of the ultimate design, was designated as a dedicated 
interim sea control ship. GUAM has been operating with 
SH-3H helicopters and AV-8A VSTOL Harriers since 
January ’72 in support of Project P/C-2, an operational 
appraisal of the interim sea control ship. Project 
operations are under the direction of Commander, 
Operational Test and Evaluation Force. Prototype and 
fleet operational deployment phases of the evaluation 
have been completed. 

These operations were aimed at establishing 
ship/aircraft compatibility, providing design inputs, and 
validating ship and air system performance in a fleet 
tactical environment. Future tests will be conducted to 
ascertain performance of a full air complement in 
antisubmarine warfare and improvements to aircraft 


subsystems. The SCS program is unique in that it has a 
“prototype” conducting initial operational test and 
evaluation, with completion scheduled before lead ship 
construction. 


Q: What is really meant by sea control? 

A: Being able to control the activity under, on, and 
over the surface of the high seas in those areas of 
concern that will allow the nation to use them in 
furthering national interest. In other words, through sea 
control, we can use the high seas for our purposes and, if 
necessary, deny the enemy use of the seas for his 
purposes. 

Q: Will this new concept permit the retirement of 
some classes of ships? 

A: No. This is a new class of ship with new 
capabilities which extend the range of escort force 
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weapons and sensors. It supplements and complements 
existing ship types and will help compensate for force 
reductions caused by aging, etc., of other type ships. 

Q: Will this new ship replace the CVS? How do they 
differ? 

A: No. It will not replace the CVS, but it can 
accomplish those of its ASW missions which pertained to 
close escort of naval formations in the low threat 
environment. It will not be able to concentrate ASW air 
in offensive ASW operations because of the limited range 
and performance of its ASW helicopters. It will not be 
able to assist in the antisubmarine protection of CVAs 
and CVs because of its limited speed capability. The 
CVS carriers are gradually being retired due to age. 

Q: What defensive capability will the sea control 
ships have? What defensive capability will the ship’s 
aircraft have against enemy aircraft? 

A: The defensive capability of the sea control ship is 
primarily in its aircraft. Nevertheless, it does have a 
close-in weapon system The VSTOL aircraft on the sea 
control ship will have a modest deck-launched intercept 
capability. This is suitable only for a low air threat area. 
In a higher air threat area, the SCS must operate under 
the protective umbrella of attack carrier based air or 
antiair warfare ships. 

Q: Are these ships planned to operate independently 
or will they have escort ships (like destroyers, etc.)? 

A: The SCS system envisions a_ coordinated 
operation among several forces, including the sea control 
ship, its embarked air group, surface escorts, and the 
LAMPS aircraft operating from the surface escorts. 


Q: With the introduction of this new ship, aren’t we 
creating a requirement for new escorts? 


A: No. The SCS will generate no requirement for 
additional escort ships for itself, inasmuch as it is a 
supplement to the escort force. In fact, it will serve to 
compensate for present critical shortages in the escort 
forces. 


Q: Isn’t there some danger that the triple threat sea 
control concept will result in a jack-of-all-trades, 
master-of-none syndrome? 

A: To preclude this possibility, the SCS system has 
been provided with one of the most comprehensive test 
and evaluation programs in the Navy today. The purpose 
of this T&E effort is to ensure that the sea control ship 
is optimized for the mission at hand. 

Q: Who is the father of this new concept? 

A: The concept is not new. It has been studied, 
proposed, and restudied for a number of years. It rises 
out of a need for such a system after considering past 
studies and proposals. CNO has directed that the 
concept be implemented. 

Q: How will the new LAMPS program integrate with 
this program? 

A: Perfectly. It was designed that way. Not only will 
they operate together as a coordinated team, but where 
possible, they will use similar equipment. LAMPS 
aircraft on other ships of the force will be on call to 
investigate and prosecute surface and subsurface 
contacts and to otherwise augment the efforts of the 
SCS. In return, the sea control ship will provide the 
heavy maintenance for LAMPS aircraft. 

The Outlook 

The FY-74 budget approved by Congress contains 
$29.3 million for long lead material procurement and 
detail design of the lead ship. The use of these funds, 
however, has been deferred until a study completion of 
the program by the House Appropriations Committee 
Surveys and Investigations staff. Funds will be released 
by Congress only after study results are reported in 
writing to both appropriation committees and are 
favorably received by both committees. 

Subject to Congressional funding, current DOD plans 
call for the lead ship construction contract to be 
awarded in JAN °75, to be followed by procurement 
of three ships in FY-76, two in FY-77, and two in 
FY-78, on a competitive basis, for a total of eight ships. 


Improper Keying | 


ON takeoff roll, the pilot of an S-2E experienced a slight swerve to the left, but did not abort. At the conclusion 
of the flight, during the landing rollout, smoke was deteeted coming from the port brake assembly. 


Troubleshooters found that the wheel assembly had been incorrectly mated with the brake assembly 


The rotor 


drive keys on the wheel had not been placed within the Keyways provided on the segmented rotors of the brake 


assembly. 


This was an “enlightening”’ discovery for squadron maintenance personnel as it had been generally assumed that 
£ § } | gz ) 


the wheel assembly could not+be installed on the brake assembly unless the drive keys and the keyways were 


properly aligned. 


approach/june 1974 





You may save a fellow pilot's life by 


Putting Yourself 


on Report 


EXPERIENCE is still the best teacher, but in naval 
aviation we have learned that it is also the most 
expensive method of getting the lesson across. Elaborate 
reporting systems with widely distributed reports have 
been developed in an effort to ensure that the problems 
of one unit are quickly and completely made known to 
others even as the search for a solution begins. 

A good reporting system is essential for the 
conservation of our critical aircraft and people assets. 
Included in this comprehensive reporting system are 
eight kinds of mishap reports. Additionally, the UR 
(Unsatisfactory Material/Condition Report) is a prime 
communications vehicle used to keep other units within 
an aircraft community informed of incidents and 
material problems common to all. These reports provide 
an exchange of experience and eliminate the need for all 
to endure or suffer many of the problems which 
individual units incur. They enable early corrective 
action and are effective in saving aircraft and people. 

There are extensions to the formal reporting systems 

which are equally vital in achieving this goal. 
APPROACH and the Safety Center always highlight the 
anonymous “Anymouse” reports wherein individuals 
relate experiences from which 
others can learn valuable lessons. 
The shared experience of one 
becomes a lesson for all. It has also 
been SOP in many squadrons to 
have the pilot of an 
attention-getting flight or 
hair-raising experience stand before 
his mates at an AOM and give all 
the details. 


By CDR J. D. “Bear” Taylor 
CO VA-46 


The Clansmen of Attack Squadron FORTY-SIX have 
extended this reporting system one step further. The 
Clan maintains a Martini Log wherein the unseen, as well 
as the seen, errors of the pilots are voluntarily logged 
and explained. The log provides a running source of 
information for all pilots on the kinds of errors that can 
be and have been made and should be avoided. 

There are never any adverse repercussions (other than 
a little readyroom chain pulling) from these confessions. 
Though each pilot in the squadron constantly strives for 
errorless, water-walking perfection, he is ready and willing 
to confess an error if it will help someone else avoid the 
same mistake in the future. The log and the list of errors 
also provide the Commanding, Safety, Operations, 
Weapons Training, and NATOPS Officers with additional 
indications of weak spots in their respective training 
programs. 

The price for logging an error is a quarter. Measured 
against the needless loss of human life or loss of a 
valuable aircraft, the cost is minimal, and the procedure 
unquestionably cost-effective. The willingness of each 
squadron pilot to “put himself on report” for each 
procedural or switchology error has enabled the 

squadron to profit from a free, 
untainted flow of experience and 
information. 

Placing oneself on report is never 
easy, but continued progress in 
making naval aviation accident-free 
requires that each of us be willing 
to share his experiences. Each must 
be willing to put himself on report 
for the good of all. oe 


approach/june 1974 





Anymouse 


nlf 








Run Like Crazy! 


THE FOLLOWING is the most 
unbelievable event of my _ short, 
3-year aviation career. While 
standing in our hangar talking to 
the maintenance officer, I saw 
coming toward us a corporal driving 
a tractor. This wasn’t too unusual, 
but then I saw he was towing a 
CH-46 internal fuel tank. 

The driver had run a tiedown 
chain through the tractor tow hitch 
and connected it to the runners on 
the tank’s pallet. This was 
completely unsat since, among 
other things, it may damage the 
runners. Of course, sparks and 
fumes don’t mix either. 

I ran toward him, made him 
stop, and gave him some strong 


verbal criticism on his towing 
technique. 

Then I led him to the tank to 
show him the damage he could 
cause. What I saw nearly gave me 
heart failure. The tank was full of 
JP-5, and the transfer valve, 
positioned toward the front, was 
leaking. The runners were torn, 
jagged, bent, and so hot I burned 
my fingers when I touched them. 

He had dragged the tank almost 
200 meters across the flight 
deck — past people and aircraft. | 
didn’t know whether to run like 
hell or cry at this gross negligence. 

Helo community, be advised this 
won’t happen again in our 
squadron. This Marine will be an 
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example of propriety from now on 
when it comes to ground handling 
equipment. I’ve seen to that 
personally. 

Gladtobeheremouse 


Beware of Props 


THREE  hard-charging, 
ready-alert pilots approached their 
P-3 sitting on the “hot spot.” The 
crew had been briefed to expedite 
preflight for a possible early launch. 

The flight engineer and second 
mech, minutes before, had removed 
the engine covers and checked the 
oil. They discovered low oil on No. 
3. The three pilots, realizing they 
would be pushing the flight 
engineer’s preflight if they started 
their own interior preflight, decided 
on another course of action. 

The PPC, over the noise of the 
APU, told the 2P that he would 
walk around the outside of the 
aircraft and would especially check 
the oil leak gripe on the No. 3 
engine. The other two _ pilots 
entered the aircraft. The 3P went to 
the cockpit to see what he could 
see, and the 2P sat down in the aft, 
port observer’s seat. 

Meanwhile, the flight engineer 
decided to motor over No. 3 to 
check for a leaking seal. The second 
mech exited the aircraft to monitor 
the start on No. 3. In the cockpit, 
the 3P was asked by the flight 
engineer to sit in the copilot’s seat 


The purpose of Anymouse 
(anonymous) Reports is to help 
prevent or overcome dangerous 
situations. They are submitted by 
Naval and Marine Corps aviation 
personnel who have had 
hazardous or unsafe aviation 
experiences. These reports need 
not be signed. Self-mailing forms 
for writing Anymouse Reports are 
available in readyrooms and line 
shacks. All reports are considered 
for appropriate action. 


REPORT AN INCIDENT, 
PREVENT AN ACCIDENT 





and check No. 3 clear. The 3P 
reported all clear, and the flight 
engineer began the motoring-over 
procedure. 

Hearing the ground 
air-conditioning go off (prerequisite 
for starting an engine), the 2P 
rushed from the aft cabin to the 
cockpit. As he entered the flight 
deck, he saw the flight engineer 
reach for the start button. Knowing 
that an aft observer was not posted 
and, therefore, the prestart 
checklist was incomplete, the 2P 
told the flight engineer to 
discontinue the start. 

Meanwhile, the outside observer, 
seeing the PPC emerge from under 
the P-3’s belly and proceed toward 
the business end of No. 3 engine, 
frantically gave the cut signal to the 
already alerted cockpit crew. 
Whew! 

A fast pace of operations is never 
a reason to cut corners. Nobody has 
ever made it through a whirling P-3 
prop — in one piece. 

ASOmouse 


Merry-Go-Round 


WHILE operating away from 
Homeplate, I prepared to take off 
one day in an SH-3G. The 
helicopter had been down for 
maintenance for 2 days, and we 
needed it up. 


On preflight, I noticed the 
tailwheel wouldn’t lock. Since we 
didn’t have the equipment to 
straighten the tailwheel, I elected to 
proceed with the turnup and test 
flight. No adverse effects were 
encountered until the No. 2 engine 
flat pitch check. The helicopter 
began a tail first, right turn. I 
applied left rudder, and when the 
turn stopped, I shut down and 
checked for any damage. 

As I shut down, there was little 
or no brake pressure. Subsequent 
examination showed the right 
master cylinder had failed and, 
coupled with an _ unlocked 
tailwheel, allowed the aircraft to 
turn — despite left brake. 

I know H-3s have been turned 
up without the tailwheel locked 
without incident. (NATOPS says 
this is a no-no.) This time, however, 
an unlocked tailwheel, coupled with 
another malfunction, almost caused 
disaster. Needless to say, I won’t 
turn up again without locking the 
tailwheel. 


Shakymouse 


Single-Engine Tow 


WHILE towing the Mk-105 
hydrofoil sled behind us at 5800 
pounds tension during a routine 
mine-clearing mission, a loud bang 
was heard in the vicinity of No. 1 
engine. The helo yawed right about 
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5-10 degrees. The Ny; (turns) read 
92 percent. The HAC wasted no 
time. He two-blocked the throttles 
on both engines as the copilot (me) 
released the altitude hold. The 
temperature on No. | engine rose 
rapidly. 

We agreed that No. 1 had failed, 
and the HAC shut it down as the 
temperature rose to 900 degrees. I 
flew the bird and descended a bit to 
keep the Ny; from decreasing and 
released the tow. Our emergency 
began at 150 feet above the water 
and 25 knots groundspeed. I 
maintained my lowest altitude, 60 
feet, until the Ny increased to 100 
percent, then climbed to 500 feet. 

We called the LPD and told 
them we were proceeding to 
TRIPOLI to land—just 5 miles 
away. We had to delta for 10 
minutes while all aircraft on deck 
aft of the island were moved 
forward. When cleared, a 30-knot 
approach was made. Wind down the 
deck was 10 knots. We made a 
run-on landing with a groundspeed 
of about 20 knots. The HAC and I 
both got on the binders. We left 
about 20 feet of tire marks on 
deck, but stopped well short of the 
island. 

Two happy pilots left the 
aircraft a few minutes later. We had 
successfully handled an_ engine 
failure at a very critical time. <q 





a volcano 
waiting 
to erupt 


By LCDR Brian H. Shoemaker 
HSL-33 


THE RECOVERY team of a salvage ship had just 
finished securing a ditched helicopter aboard when the 
cry “Fire!” was heard from the bridge. A small column 
of smoke was seen billowing from the aircraft’s cabin. 
The fire was quickly extinguished by an alert crewman 
with a handheld fire extinguisher. After the smoke had 
cleared, the cabin interior was inspected and pronounced 


safe. The ship then headed to a nearby NAS pier to 
unload the helicopter. 

When the salvage ship moored, a crane was used to 
hoist the helo onto an awaiting flatbed. Just as the 
rigging was being attached to the rotor head, “Fire!” was 
again heard — this time from spectators on the dock. A 
mech quickly removed a fire bottle from the helo’s cabin 
and put out the fire again. 

After two such flareups, the general consensus was 
that the main battery had caused shorts in the wiring 
system of the helicopter. The battery was disconnected, 
and the wreckage hoisted onto the flatbed, then turned 
over to the mishap board for analysis. 

The senior member of the mishap board felt that a 
more comprehensive investigation could be 
accomplished at Homebase, some 15 miles away. So, he 
ordered the wreckage transported there. The flatbed 
entourage, led by the squadron safety officer in a vehicle 
with a WIDE LOAD AHEAD sign and followed by a car 
with blinker lights flashing, departed at twilight for 
Homebase. 

The first few miles of their route wandered through a 
nearby beach resort. Just as they reached the center of 
town, the cry of “Fire!”’ was sounded for the third time 
that day. The blaze in the interior of the helo was 
extinguished, with fanfare, by crewmen who were ready 
for the emergency. They were armed with a variety of 





fire extinguishers from the various vehicles in the 
convoy. 

It was then speculated that the auxiliary battery had 
ruptured and acid was causing the aircraft insulation to 
ignite. The battery was removed. It was dark by that 
time, and the personnel involved in transporting the helo 
were anxious to reach their destination. 

Finally, the convoy reached the friendly confines of 
Homebase, and the flatbed with the helo on it was 
parked. Someone suggested the helicopter should be 
defueled in case fire broke out again. A defueler and 
firetruck were called, and defueling commenced. Once 
lines had been hooked up, another cry of “Fire!” was 
sounded. 

The firemen responded immediately and laid on the 
fog foam. (They laid it on the defueler, too.) The driver 
of the defueler tried to drive away, but was held fast by 
its hoses. A fireman with a handheld extinguisher doused 
the flames. 

While the extinguishing was taking place, one of the 
members of the accident board drove up in his car with a 
load of miscellaneous parts that had been left behind. He 
opened his trunk to unload the parts and discovered 
flames in his trunk. Again, the fire was put out rapidly 
by one of the firemen. The car’s trunk was inspected, 
and a piece of insulation was discovered to be the 
source. The helicopter was then stripped of all insulation 
which was stored in a barrel of water for the night. 

Subsequent investigation at NARF revealed that 
phosphorus had contaminated the cabin insulation. The 
only known source of phosphorus within the aircraft 
would be in the marine markers. It is speculated that 
these had ruptured or had activated during their 
submergence (the AAR reported the helo had been 
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down 6 days in 60 feet of water) and contaminated the 
aircraft interior. As the insulation dried out, some of the 
phosphorus would spontaneously ignite, be 
extinguished, then another section of the insulation 
would dry out and burst into flames again! 

The following morning, members of the mishap 
board, crewmen, handlers, and firefighters were nursing 
burns on their hands and faces. Luckily, none were 
seriously injured. (/t is unlikely that their injuries were 
phosphorus burns since such burns are accompanied by 
actual fire and smoke and would have _ been 
excruciatingly painful after initial skin contamination. It 
is most likely the burns were from fuel or battery 
acid. — Ed.) 

Retrospect dictates that there were many 
unacceptable errors made. The knowledge that most 
ASW aircraft are loaded with water-activated 
pyrotechnics is of utmost importance. When these 
aircraft are salvaged, only experienced crews should be 
involved in recovery. Special handling procedures must 
be adhered to. They should include: 

@ Immediately remove all pyrotechnics from 
the aircraft under EOD supervision. Inspect each 
item for rupture or having functioned while the 
aircraft was submerged. 

e If any pyrotechnics containing phosphorus * 
are suspected to have functioned or ruptured and 
contaminated the interior of the aircraft, strip all 
insulation, cushions, and cloth material from the 
interior of the wreckage and give it special storage 
treatment. 


@ Defuel the 
possible — preferably aboard 
permit. 

@ Position a ready fire crew until the wreckage 
is safe. 

@ Release the wreckage to the mishap board 
only after it is determined to be safe. 

In summary, any person involved with salvage 
operations, rigging, handling, or transportation of a 
ditched aircraft must remember that immersion may 
increase fire potential, rather than decrease it! 
Realization that you could be working with a sleeping 
volcano waiting to erupt is warning enough. 


wreckage as soon as 
ship if facilities 


APPROACH Comment: The unique aspects of this 
article triggered an investigation to determine the cause 
of the spontaneous ignition and reignition of the aircraft 
interior. It was realized, in retrospect, that the helo’s 
batteries would have run down shortly after the aircraft 
had submerged in saltwater and that the fires were most 
probably being caused by phosphorus from the marine 
markers carried on the flight. 


The marine markers in the helicopter were Mk-25s 
and are sea-water battery operated. Although they 
require arming to expose the sea-water battery before 
deployment, it is probable that one or more of the 
markers leaked after the helicopter submerged, then 
ignited and burned underwater within the cabin. 

The composition of the main pyrotechnic charge 
contains red phosphorus and manganese dioxide as the 
principal ingredients. Red phosphorus, however, will not 
spontaneously ignite in air. It is known that red 
Phosphorus can and will partially revert to the white 
form under certain temperature conditions. Here, 
then, is the culprit — a pyrotechnic device containing red 
phosphorus. Any white phosphorus emitted during 
normal operation will ignite spontaneously in air and 
burn to completion, leaving little, if any, residue. 

When the same device burns underwater (it has its 
own oxidizer), any white phosphorus emitted cannot 
burn. If this white phosphorus is trapped inside the 
aircraft, it will spontaneously ignite as soon as it dries 
sufficiently. Every aircraft carrying sea-water activated 
pyrotechnics that contain either red phosphorus or 
calcium phosphide is, therefore, a volcano waiting to 
erupt — if the aircraft crashes in water and is later 
salvaged. If fuel is leaking from the aircraft as it is 
brought to the surface, the potential for disaster is also 
there. 

Changes to several publications are in process because 
of this mishap to alert all personnel to the unique hazards 
associated with pyrotechnic devices containing red 
phosphorus. 

It is suspected, but cannot be proven, that at least 
two other similar incidents have occurred. One of these 
incidents resulted in the loss of an aircraft during salvage 


efforts. 


* References: 
NAVORD OP 2793; NAVAIR 11-15-8, “Toxic Hazard 
Associated With Pyrotechnic Devices.” 
NAVORD OP 2213; NAVAIR 11-15-7, “Pyrotechnic, 
Screening, and Marking Devices.” <a 
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The LR-1 Must Go 


NAS Pensacola — The Bravo Zulu in the 
MAR ’74 APPROACH was, under the 
circumstances, obviously well deserved. 
Both young men exhibited exceptional 
knowledge and professionalism. 

But, how many instances of this 
nature must we accept before the LR-1 
“‘backpack”’ is restricted from use in 
helicopters? This is another in a long line 
of cliffhangers that an aircrew need not 
have experienced had this dangerous 
piece of equipment been removed from 
the supply system. Simply, there is no 
need for an LR-1 in fleet helicopters 
today. 

CDR R. J. Switzer 

CNET Staff 

@ We can’t state strongly enough the 

need for fleet activities to promptly 

report unusual equipment occurrences 

and malfunctions. Numerous oddball 

activations of the LR-1, for example, 

weren’t reported right away, and the 
delay snowballed. 

Interim Aircrew Systems Change No. 
304 has been promulgated. This modifies 
helo LR-Is to preclude inadvertent 
actuation. Additionally, 
COMNAVSAFECEN has recommended 
that an automatic raft system be 
developed for helicopters — eliminating 
the need for a man-mounted raft. NADC 
is studying this proposal, and the 
possibility exists that it will be included 
in their FY-75 budget. 


APPROACH welcomes letters from 
its readers. All letters should be 
Signed though names will be 
withheld on request. 

Address: APPROACH Editor, 
Naval Safety Center, NAS Norfolk, 
Va. 23511. Views expressed are 
those of the writers and do not 
imply endorsement by the Naval 
Safety Center. 


Thunder is good, thunder is impressive, 
but it is lightning that does the work. 


What’s a Bravo Zulu? 
Who’s Ace L? 


NAS Pax River —1 don’t think I’ve 
missed an issue of APPROACH in the 
past 4 or 5 years and can’t get my hands 
on one quickly enough each month. But, 
maybe some of your other regular 
readers have wondered, as I — what is 
the origin of Bravo Zulu, and who is Ace 
L? 
LCDR William J. Rakowski 
RTU 68 


®@ The Allied Naval Signal Book, ATP 
1(A), Volume II, Chapter 15, Governing 
Groups, lists BZ as a Well Done. The 
most common use of BZ is as a signal 
flag hoist between ships. 

Ace L is the unknown phantom 
philosopher of APPROACH. (Rumor has 
it that Ace L is short for 
acceleration — but confirmation has 
never been made.) 


Helicopter Hieroglyphics 


Cameron Station, Alexandria, VA — | 
was very pleased to see the article “‘Hal’s 
Helicopter Hieroglyphics” in the FEB 
°74 issue of APPROACH. The purpose of 
this letter is to inform you of how that 
article happened to be written in the 
first place and to acknowledge the 
contributions of MAJ Donald Klinger, 
USMC, HMX-1. 

The article was written for the Army 
Aviation Digest by Mr. Warren “Hal” 
Moore of this office. It informs 
helicopter pilots of a totally new system 
for chopper IFR operations. This new 
system is the end result of many months 
of hard work in the development of 
National Standard Helicopter Instrument 
Approach Procedure Criteria, during 
which charting standards were also 
developed to take advantage of the 
unique flight characteristics of 
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Mark Twain 


helicopters. Major Klinger was the Navy 
Department representative on this effort, 
and we all owe him a debt of gratitude. 
Without his excellent technical support, 
hard work, and devotion to duty, this 
effort, and the cited article, would very 
likely still be on the drawing boards. 
A special salute to Don, and a salute 
to you for your excellent publication. 
COL Frank L. Jensen, Jr., U.S. Army 
Signal Corps 


Operation Loosegoose 


MCAS Boonieville—1 had _ occasion 
some time ago to visit one of the helo 
squadrons for purposes of flight time. I 
checked in for a short night flight, but 
when the flight ended, I wondered why I 
had bothered. 

I noticed when we turned up there 
were no chocks — either under the gear 
or in the aircraft, and we were not a 
skid-equipped helo. After an uneventful 
flight, no lineman came to direct us to 
the line. The crew chief dispatched the 
first mech who had no wands, no 
flashlight, nothing. The pilot commented 
he couldn’t even see the mech. 

The pilot knew the ramp areas well, 
and there was just enough light for him 
to feel his way in. Why aren’t crew chiefs 
required to be prepared for night 
landings in unfamiliar areas? This could 
be embarrassing someday, to say the 
least. 

SSgt USMC 
H&MS 


® Safety standdowns, squadron safety 
surveys, SOP, APPROACH articles, and 
Wing safety newsletters are all for naught 
when operations such as this are 
permitted. If something isn’t done rather 
quickly by the operators in this MAG, 
they’ll make the Weekly Summary soon. 
Speak to your ASO and “suggest” he 
follow up with a look at this outfit. 








Head, Heart, 
and Other Good Signs 


MCAS El Toro - After obtaining 
weather I considered marginal but 
manageable for the T-28, and despite 
being prodded to take off by an 
inexperienced copilot, I decided to wait 
an hour for one last check. 

Just before calling the forecaster, I 
happened to check my “‘Librascope”’ for 
the day (March 7th) which said, “Go 
slow despite urgings of one who has head 
in clouds. Heed inner voice. Follow 
through on hunch — but keep logic right 
up front.” 

On my _ second call, when the 
forecaster insisted on adding ‘Severe 
turbulence, moderate rime ice, and 
rapidly building thunderstorms with 
funnel clouds enroute,” I casually 
adjourned for a nooner. I now propose a 
new billet: The Assistant Operations 
Officer for Horoscopes. 

LTCOL Ed Janz, USMC 


GCA Procedure 


Washington, DC — In reference to your 
Anymouse article “Wait for Clearance” 
in the APR ’74 APPROACH, I believe 
that the procedure to advise a pilot to 
“prepare to commence descent” is 
misleading and could easily cause a pilot 
to do just what he did. I fully realize 
that ‘‘gap-filling” phraseology is 
necessary in making a PAR approach; 
however, FAA Handbook 7110.8C, 
Terminal Air Traffic Control, para 1492, 
states the required phraseology “Begin 
Descent.” This required phraseology 
does not follow the _ glidepath 
notification phraseology sequentially 


and could cause confusion if stated as in 
your example situation. 

The procedures and phraseologies set 
forth are the standards for military and 
civil controllers. Aithough there is no 
hard and fast rule, they should be 
followed as closely as possible and in the 
order found in the _ controller’s 
handbook. Having made literally 
thousands of PARs both as pilot and air 
traffic controller, I feel that “prepare to 
commence descent” is poor. When a jock 
is on the gages or has his hands full of a 
big machine in the weather, he many 
times will catch only key words. In this 
instance, what registered was 
“commence descent,’’ which is what he 
did. 

I concur with your comment that the 
controller should have mentioned 
something much sooner than 2 miles. If 
the aircraft did not intercept at the 
normal range on the glidepath, he should 
have queried the aircraft as to his 
altitude. 

Congratulations on the most excellent 
article “The Last Run of Flight Nine 
One Five.” I had the opportunity to fly 
the Boeing simulator in 1970. It really 
drives the point home. I concur 
wholeheartedly with your point — the 
altimeter is a valuable instrument — even 
in VFR conditions. 

LTCOL R. N. Winkler, USAF 
FAA Headquarters 


Ordnance Loading 


NATC Patuxent River, MD — Your APR 
74 cover leads us fighter wingies — and 
the rest of TACAIR — astray. The 
LAU-10 Zuni rocket launcher is not an 
authorized load aboard a MER. Woe be 
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to the lad who has to jettison one in that 

configuration, not to mention plume 

heat damage to the aft portion of the 
MER from normal firing. 

Where’s the chick this month? 

LT H. D. Wolcott 

Weapon Systems Test Division 

Ordnance Branch (WST35) 


® The LAU-10 Zuni rocket launcher is 
an authorized load on the MER on 
stations 1, 5, and 9 in the “shifted aft 
configuration.” (Reference: F-4B and J 
TACMAN, NAVAIR 01-245FDB-IT, 
Fig. Al-5.) Unfortunately, the artist’s 
rendition shows the LAU-10 Zuni rocket 
launcher loaded forward. To this extent, 
it is in error. 
As for the chicks, they’ll be back. 


Close the Door 


NAS  Bothcoasts—The night crew 
loaded approximately 5000 pounds of 
cargo in a C-118 some hours before it 
was scheduled to depart with 50 
passengers on a typical fleet tactical 
support mission. 

The next morning, proper preflights 
were conducted by the plane captain and 
pilots. The crew was anxious to get 
going. During the flow of checklists and 
crew briefing the TPC announced that, 
with a weight of 100,000 pounds, they 
would lift off at 113 knots. The pilots 
also discussed abort procedures. 

When the checklist called for closed 
cockpit windows, it was observed that 
there wasn’t any positive indication of 
aircraft pressurization. The flight 
engineer went aft to inspect the pressure 
dome and reported it was satisfactory. 
All lower compartment doors and cabin 
doors were checked closed, and all 
warning lights were off. 

The lack of positive pressurization 
indication was disregarded. Checklists 
were completed, release was obtained, 
and takeoff roll begun. Just at rotation 
speed, someone yelled, “door open!” 
The pilot aborted takeoff. 

The safety pin had not been replaced 
in the lock, and the cargo door latches 
were blocked from view by cargo. The 
door had popped open because of partial 
pressurization and vibration. 

We recommend the cargo door be 
checked by the plane commander on all 
preflights after cargo is loaded or 
unloaded. Also, investigate when there is 
no positive indication of pressurization 
before a decision is made to take off. 

Name Withheld 


®@ We'll buy that. ~< 
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The Air Show 


While aviating just offshore 

One bright and sunny day, 

Our hero thought of ‘‘Girlie Beach”’ 
Not far out of his way. 

In his mind a vision flashed 

Of shapes in scant bikinis; 

Of flowing hair and topless curves; 
Of skin so smooth and creamy. 


Deciding that he need not look, 
He knew that they’d be there. 
He’d amble past and demonstrate 
His prowess in the air. 

Beachward pointed, letting down, 
He pictured their great thrills, 

As ‘xe’d fly by just off the sand, 
And do some wiffer-dills. 





He’d fly so fast, and be so low 
Then burners he would light. 
With MACH 1 speed and thunder, 


Those broads he would delight. 
Fuselage flashing, tailpipes glowing, 
He’d roll each point of eight. 

So later, in the local pub, 

They’d swoon, ‘“‘You were so great!”’ 


Thirty feet above the surf 

With throttles firewall bound, 

His sleek machine flashed through the air 
With such unearthly sound. 

Nearing then the shapely crowd, 

Half through his eight-point roll, 

The sleek machine and sand dune 
Merged into a smoking hole. 


Later, as the solemn board 

Reviewed our hero's flight, 

They reached the grim conclusion 

That his show was out of sight. 

True indeed, his memory 

Would haunt the girls all summer, 

But as a pilot, all agreed, 

That he was just a plumber. 

LCDR R. F. Stockstad 

CCAEWW-12 
NAS Norfolk 
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